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The recognition of psychiatric
emergencies would seem to be easy.
This is certainly true if one thinks
of the intoxicated alcoholic who is
threatening to kill himself or someone else, or the patient on a surgical ward who reports that persecutors are out to get him. However,
we may be dealing with just as
much of a psychiatric emergency
when confronted by the little old
lady who does not wish to bother
the doctor but wants something for
vague complaints behind which
hides deep depression; or the teenager who seems to be just a little
bit excited right now but, a little
later, is overwhelmed with anxiety.
Emergencies are simply unforeseen occurrences which present
themselves to physicians in a variety of ways. Indeed, a physician
is not the first person on hand for
most emergencies but may merely
be called upon for appropriate intervention. Any of us can be presented with an emergency, psychiatric or otherwise, at any moment.
However, each of us has his own
particular probability of sampling
psychiatric emergencies, depending
upon who he is and what he does.
In actual fact, psychiatric emergencies more often confront people other than psychiatrists, for example, the policeman, the social
worker, and the general practitioner (Ewing, 1965). As in most
medical matters, prevention is preferable to cure. Thus, anticipation
of complications and the early detection of pending emergencies are
skills to be cultivated-something I
will talk about later.
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Hospital Emergencies

First, let me make a few comments about the specific kinds of
emergencies which are known to
me through the emergency room of
a large general hospital. Such data
are, of course, not typical for all
physicians but are fairly typical for
similar hospital settings.
Table 1 shows the diagnoses
made in a series of patients .seen
as psychiatric emergencies in such
a setting. It is interesting to note
that the major psychoses do not
predominate in psychiatric emergencies, although they account for
the majority of chronically occupied psychiatric beds. Instead, the
conditions which present as psychiatric emergencies tend to be exaggerations of normal human emotions.
Everyone feels low in spirits at
times, but the depressed patient
feels so much lower that life does
not seem worth living. He may
make a suicidal attempt and be
brought to the emergency room because of this, or he may present

himself because of a sense of impending doom which, if we are
astute, we will detect and deal with
accordingly.
Conversely, everyone feels happy
and elated at times. However, an
extreme degree of elation is presented by the manic phase of a
manic-depressive illness; the patient
is extravagant in word and deed,
very excited and uncontrolled. Likewise, all of us have felt worried
and anxious at times, but an overwhelming degree of this feeling
may present as a most legitimate
psychiatric emergency. The type of
patients seen depends to some extent on the location of the hospital.
In areas with a severe narcotics
problem, hospitals see certain psychiatric emergencies that are unknown, or almost so, elsewhere.
The main reason for undiagnosed patients is the absence of an
outside informant when dealing
with some patients. In spite of the
absence of a definitive diagnosis, a
disposition has to be made. Sometimes more understanding develops
during further study.

TABLE 1
300 Consecutive Psychiatric Emergencies Seen in a General Hospital
Presenting Reason
Alcoholism and use of drugs
Affective disorders (including 11 3 suicidal)
Organic brain syndrome
Personality disorder
Conversion reaction; anxiety reaction
Schizophrenia
Undiagnosed

Percentage
38

29
6
9
8
2
8
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Directions of Cha nge
By comparing the psychiatric
emergencies seen in the same setting at a ten-year interval, I thought
that we would have a chance to
observe directions of change (Tables 2 and 3). The comparison
shows that the emergency room is
being used more frequently for
psychiatric emergencies and that
there are more teenagers utilizing
these facilities. To some extent, this
reflects increasing numbers of students in the geographic area, but,
in addition, there is a real increase
which is probably associated with
the greatly increased use of drugs
by teenagers over the ten-year period. The move toward community
psychiatry and less use of hospitalization is also reflected in the figures. Another modern trend is
shown by the higher proportion of
patients who have previously had
contact with a mental health center
or mental health personnel. So far,
it is not possible to say with certainty that such people are presenting themselves for less severe
emergencies, but this may be the
tendency.
If these trends continue, we can
predict the need to develop special
facilities, including, perhaps, overnight accommodations, more day
hospitals and night hospitals, more
experts to deal with adverse drug
reactions, and more professionals
to communicate with teenagers.
Classification of Emergencies
Table 4 shows five categories for
classifying virtually all psychiatric

TABLE 2
Comparison of Psychiatric Emergencies in 1958 and 1968
1958

Six-month total
Age 18 and under
Age 19-39
Age 40-65
Over 65

121
35
31
26
29

emergencies. Acute and overwhelming anxiety includes states of
panic-homosexual or otherwiseand certain types of hysterical behavior.
Under the category of confusion
are included certain cases of
schizophrenia, brain syndromes (including those associated with drugs
and alcohol), cases of amnesia,
fugue states, and some aspects of
depression.
Psychotic states include schizophrenia, certain profound depressions, postpartum psychoses,
manic-depressive psychosis, some
toxic reactions to drugs, and the
delirious states associated with the
withdrawal syndrome of depressant
substances, including barbiturates
and alcohol.
Conditions involving violence include suicidal and homicidal threats
or attempts, some cases of mania,
general aggressive behavior, and
the excitement associated with catatonic schizophrenia.
The miscellaneous group includes
such conditions as the manic patient who is on a spending spree,
the patient showing other acute
manifestations of schizophrenia,
and various more bizarre presentations of emergency which appear
from time to time.
It is interesting to note that
alcoholism may be placed in any
one of these categories. For example, the alcoholic patient may
present at one point with overwhelming anxiety; the next time
he may be confused; still another
time he may show psychotic symptoms or become violent. Indeed, it
is worth mentioning that suicidal

tendencies and successful suicide
are the most frequent and serious
complications of alcoholism from
the psychiatrist's point of view.
Crises
In recent years, psychiatry has
had a lot to say about what has
been called "crisis intervention."
The aim of such intervention is to
help to restore the patient to a preexisting homeostasis. Hopefully,
more than that can be accomplished. John W. Gardner (1964)
has pointed out that certain major
expansions of human capacity and
knowledge have occurred only under the circumstances of catastrophe. Thus, we must ask ourselves
if a crisis can be utilized as a stimulus for further growth, whereby the
individual might become better
able to deal with himself and his
environment (Caplan, 1961) . We,
as physicians, may also grow personally and professionally at these
times. As I look back on my own
involvement in a variety of psychiatric emergencies, I feel that
each one has taught me something.
Thus, I suggest that we try to see
these occasions not as irritating interruptions of our planned activities, but as challenges and opportunities. Successful resolution of a
psychiatric emergency can give us
an increasing capacity to deal with
future episodes, a greater sense of
awareness, more sensitivity to cryptic communications, and more understanding of what constitutes a
crisis for our fellow man, even
though it may be insignificant to
ourselves.

TABLE 3
Comparison of Psychiatric Emergencies in 1958 and 1968

1968
164
74
34
31
25

1968

1958

Sex
Previous psychiatric contact
Suicide attempt
Hospitalization recommended

d'
41 %

'I!
59%

47%
9.5%
63%

'I!
58%

d'

42%
65%
10. 93
463
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Principles of Management
These comments lead me to set
forth three basic principles of management (Table 5) for all psychiatry, but particularly for the psychiatric emergency. By saying that
we should do the minimum to the
patient, I mean that we want to
gain his cooperation as rapidly as
possible. Thus, we should not just
accept the role of administering
medications, advice or orders, but
rather should try to establish a partnership as soon as feasible. Often
there are indications to do things
for the patient, and much of what
I say will deal with this. Eventually,
though, we want to be doing things
with the patient.
The first general requirement is
to establish human contact. Any
person can be of assistance to another if he remains calm, offers
support, and accepts the communications of the disturbed person. Occasionally, the patient will insist on
being left alone, and then withdrawal to a tactful distance will be
appropriate. Generally, however, it
is better for someone to stay with
him. Clearly, this other person
should not be excitable or overtalkative.
Now, let's assume that you as a

TABLE4
Categories of Psychiatric
Emergencies
I . Acute and overwhelming

anxiety
2. Confusion
3. Psychotic states
4. Conditions involving violence
(including suicide)
5. Miscellaneous

TABLE 5
Principles of Management

Do minimum TO
the patient
Do something FOR the patient
Do maximum WITH the patient
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physician have been called in on
some psychiatric emergency. First,
where should you see the patient?
Much depends upon the individual
circumstances. Ideally, the patient
should be visited where he is, if at
all possible. Whatever happens, he
should be seen by you in person,
and he should be offered help without delay.
Anthropologists have surmised
that the habit of shaking hands developed from the need to demonstrate that one was unarmed. The
handshake means more than that
today, being both a greeting and
the means of saying, "I want to be
your friend." As physicians, we
should identify ourselves to the patient and greet him with a handshake, if at all possible. Of course,
physical emergencies may have to
be dealt with, such as persuading
an agitated person to hand over his
gun, stopping a hemorrhage or performing a gastric lavage in a case
of poisoning.
As soon as possible, however, sit
down with the patient and try to get
him to sit down also. Little can
be accomplished as long as he, and
perhaps his relatives, are talking excitedly. On the other hand, it is
often helpful to have a member of
the family or a friend close by.
Many patients will talk to a physician if a calm member of the
family remains in the room.
Getting the patient to talk is the
prime essential. Careful listening
must be directed to try to answer
our own questions which are :
"What does he feel is going on?
What does he fear? Why is he overwhelmed or upset?" Unless he
starts to give you these facts spontaneously, you may find it necessary to ask leading questions, giving him plenty of time to reply. For
example, say, "What has happened
that is upsetting you?" If he appears angry and threatening, you
should ask quite openly, "What are
you so angry about?"
Whatever you do, under no circumstances talk in whispers behind
the patient's back. I can think of

nothing that needs to be said that
the patient should not be allowed
to hear. Even the conclusion that
he is acutely disturbed or feeling
suicidal and requires hospitalization is much better discussed
openly. Many of the complications
which develop in such situations
are due to mishandling by people
who act as if the disturbed person
can and should have no part in decision making.
It is vital to be absolutely truthful with the patient, never reassuring him inappropriately. For example, it is ridiculous to say,
"Everything is fine," or "Nothing
is the matter." Statements of this
kind which ignore the patient's predicament are bound to make him
lose confidence. What we must do
is to show him that we understand
that he is in a state of panic, depression, or confusion. We should
show we are trying to understand
his problem, using simple language
and persisting even if he does not
seem to follow. In other words, we
need to say such things as: "You
seem to be frightened"; "I can see
you're afraid you will lose control" ;
"These awful feelings you have are
part of an illness. You will feel
much better when we arrange some
treatment for you."
Once you are ready to make
some recommendations, discuss
them forthrightly with the patient
and his family. Although I have
emphasized the importance of
working with the patient, this does
not mean that we should hesitate to
make specific proposals. It is not
reasonable to ask a depressed patient to choose between staying at
home with a relative or going to
the hospital, or to ask an anxious
person to choose between being
alone or being with a friend. Instead, we must talk in positive
terms of what will be done. For
example, say: "We will take care
of you"; "We'll see that your children are all right"; "In the hospital
we can help you with this problem"; "This medicine will help you
feel better."
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Controls

Sometimes, you will have to
make a decision about whether or
not to apply controls to a particular
patient. Here, I mean such things
as administering tranquilizing or
sedative drugs, actually holding
him physically, placing him in a
hospital, or even putting him under
Jock and key. To reach a realistic
decision about this, you must ask
yourself: "What seems to be the
patient's need?" Some patients talk
of their fear of disaster, explosion,
the end of the world, their own
death, and the deaths of other people. By so doing, they are actually
expressing a fear that they will go
out of control. Under these circumstances, firmly applied controls
with suitable explanation can be reassuring and calming. For example,
you might say: "I am going to
place you in the hospital and have
someone stay with you all the time.
Then you need not be afraid of
these things you are feeling."
Remember that emotionally disturbed patients tend to use violence
only when they are frightened. The
presence of hospital personnel
alone may be enough to convince
the patient that his impulses will
be checked. Personnel should be
taught not to offer physical control
initially, but to be present as relaxed bystanders who will only intervene if forced to do so.
Watch for the patient whose
panic has its origin in homosexual
fantasy. You can surmise the presence of homosexual panic by the
way the patient talks and behaves,
as well as from the history. For
example, if he indicates persecutory
fears of men, says that his roommate is a queer or that men are
going to abuse him, these are warning signs. When you recognize
these, you can avoid stimulating
more panic. Such a patient should
not be left alone with one person
of the same sex. Appropriate use
of nursing personnel can be very
helpful. A man in homosexual
panic with paranoid thoughts can

calm down quite quickly when
placed in the care of a supportive
and understanding nurse.
Keep explaining to the patient
what you are doing and why. Remember that what may be a simple
matter of routine to us may be misinterpreted and, therefore, frightening to him. Here, I am thinking of
such things as taking a blood sample, giving an injection, or calling
the emergency room of the hospital.
As far as possible, enlist the help
of people who are known to the
patient. For example, have his family or friends or fellow members of
Alcoholics Anonymous stay with
him. Place him in a hospital if
such care is necessary and avoid
using law enforcement agencies except as the very last resort. Sick
people do not belong in jail.
The psychiatric emergency
should also be seen as a learning
experience for people other than
the patient and the physician. We
should try to involve the person
who called us in the first place,
particularly if this is a public health
nurse, policeman or social worker
who is liable to meet with similar
cases in the future. Hopefully, this
person will be better able to handle
such patients next time.
Disposition

Try to detect, if you can, the
precipitating factors, whether these
spring from within the patient or
from his relationship to his environment. What you can understand
about this may give you important
clues for preventive measures.
It is also essential to take the patient's social environment into consideration. Is the family able to
tolerate and cope with the patient's
behavior? If the signs are that such
tolerance is not present and is not
developing with reassurance, this
may be a good indication of the
need to hospitalize, however briefly.
However, if the family shows the
desire and ability to adapt, the patient may be able to enter treat-

ment while at home or attending a
day hospital facility.
In this last regard, the development of mental health centers is a
significant one which, hopefully,
will prove useful to many physicians in handling psychiatric emergencies after the acute crisis is
over. In our hospital setting, we
have offered a 72-hour hospitalization plan for the last year, which
has been remarkably successful in
some instances. Although it is possible for a patient to be continued
into more prolonged hospitalization, we have found that in about
60 % of cases, the patient can be
helped to find stability during a
maximum of three days. This involves intensive care by a team
which focuses on bringing the
family into the treatment picture
and on planning for a rapid rehabilitation and return to family and
work. The use of psychotropic
medications in such settings is often
appropriate and may similarly be
considered for the patient who is
getting over an acute emergency
without hospitalization. The minor
tranquilizers are most suitable for
the patient who does not need to
enter a hospital. By indicating your
wish to relieve his distress and by
showing that you can help him with
something which he can take away
with him, you may be able to offer
very significant assistance.
Before your handling of the emergency can be considered finished ,
you should arrange a further relationship with the patient. For example, if he is to go home with his
family, your responsibility has not
ended there. Make a specific appointment, write it down, and hand
him the paper. Everything that you
do for emotionally disturbed people should be on a simple level and
should involve concrete acts. It is
not enough to say to the patient,
"Give me a call next week and arrange to see me." Much more effective and supportive is handing
him a piece of paper with the specific time and place written on it.
One of the most gratifying things
109

PSYCHIATRIC EMERGENCIES

about working with psychiatric
emergencies is that results appear
rapidly, sometimes within a few
minutes and usually within a few
hours. Indeed, almost all emergencies are over within 48 hours. Then
we can seek to reduce the likelihood of recurrence. Any physician
should be able to see a patient
through a psychiatric emergency.
Often it is not until later that he
may find it appropriate and necessary to make a referral to the mental health center, a day hospital, or
a psychiatrist.
My last table (Table 6) summarizes the specific principles of
management for psychiatric emergencies. We must establish warm
human contact with the patient directly; evaluate the situation calmly
and with the patient's help; avoid
planning or discussing his problems
behind his back; be absolutely
truthful and always explain what
is going on or what will happen;
use controls judiciously when these
seem essential; and arrange for further help now as well as offer
further contact with yourself in the
future.
Prevention

Now, a few words about prevention. There are two aspects to the
prevention of psychiatric emergencies. In the case of a specific patient, can we prevent his exposure
to the same overwhelming circumstances in the future? This may involve such things as arranging for
better physical care for some illTABLE 6
Psychiatric Emergencies- Principles
of Management
Establish human contact
Listen to the patient
Avoid secrets
Be truthful
Discuss plans
Control when necessary
Explain what you are doing
Utilize others
Arrange further contact
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ness, dealing with his primary alcohol problem, or keeping him on
antidepressants for many months.
One patient may need help to talk
about his anxieties on a regular
basis, while another may require
assistance to express pent-up grief
over some unassimilated bereavement. Of course, in many instances
the end of the psychiatric emergency is the indication to start a
full diagnostic work-up. For example, only when violence has subsided does it become possible to
search for basic causes. This would
particularly include brain tumor
and temporal lobe epilepsy as well
as toxic factors, such as drugs or
alcohol, which may have reduced
impulse control.
Then, there is the question of
preventing similar emergencies in
other people. When I was a psychiatric resident, I did many emergency consultations in a hospital
setting where old men and women
had recently had cataract surgery.
In those days, such patients with
their eyes bandaged were left very
much alone on the principle that
they required absolute peace and
quiet and total rest. Many of them
developed acute psychotic episodes
under these conditions. Research
on sensory deprivation had not yet
been done, but nevertheless, we
were able to take a series of obvious steps of a preventive nature
following which psychiatric emergencies became practically nonexistent. This included better preparation of the patient, more
personalized nursing, more visits by
family, and less isolation from
other patients.
Similar opportunities for general preventive measures present
themselves in a variety of medical
settings. All illness represents a
threat, but particularly to the
young and old. When you have to
hospitalize someone who is a
known risk for psychiatric breakdown, some careful preplanning,
especially thoughtful nursing care
planning, may be significantly preventative. Most important of all is

the prior existence of a good relationship with the physician.
Finally, although the psychiatrist
has a role in some psychiatric
emergencies, in general I would say
that he cannot and should not replace the nonpsychiatrist-physician.
He may be useful in arranging for
treatment later on. Right now,
while an emergency exists, you are
perfectly capable of handling it and
should do so. One family doctor in
the anxious patient's home is worth
a hundred psychiatrists in the hospital ten miles away.
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